Introduction
Intussusception is defined as an invagination of one part of the intestine into another section of the bowel. Intussusception of the appendix is a very rare condition. About 200 cases of appendiceal intussusception have been reported in the literature [1] . It was reported first by McKidd [2] in 1858. Intussusception of the appendix can be asymptomatic or may clinically mimic acute or chronic abdominal diseases. Sometimes it can be mistaken with other abdominal diseases. Moreover, diagnosis is rarely made preoperatively. We report a case of a female patient with primary appendiceal intussusception and ileum endometriosis.
Case Report
A 41-year-old woman presented to the ambulatory with pain in the lower right side of the abdomen and nausea lasting for 3 days. Her past medical history was significant in terms of a right ovariectomy because of a cyst and a hys-Dainius/Pankratjevaite/Bradulskis/Venskutonis Visc Med 2016;32:211-213 212 appendix originating from its tip [4] . Pathological conditions leading to active peristalsis and appendiceal intussusceptions are various as they can include foreign bodies, fecaliths, parasites, polyps, adenocarcinomas, mucoceles, lymphoid hyperplasia, endometriosis, and so forth [4, [6] [7] [8] . The most frequent histopathological finding which comes along with appendiceal intussusception is an inflammation, while the second most common diagnosis is endometrial implants in the intussuscepted appendix [4] . It is important to mention that intussusception of the appendix may occur without any underlying abnormality [9, 10] . In our case, histopathological examination of surgical material has shown chronic active ulcerative inflammation, hyperplastic/regenerative mucous membrane lesions, and low-grade intraepithelial neoplasia. Low-grade intraepithelial neoplasia (dysplasia) means that neoplasia is present but the risk of developing invasive carcinoma is low [11] . Endometriosis was also found; however, it was in the small bowel and not in the appendix. Endometriosis classically involves the pelvic organs and the pelvic peritoneum. Intestinal involvement, as it was in our case, ranges between 3 and 34% among women with endometriosis [12] .
It is difficult to diagnose appendiceal intussusception prior to the operation. Diagnosis is rarely made preoperatively, and there are just a few cases to be found in the literature in which a preoperative diagnosis of appendiceal intussusception was made [1, 6] . Appendiceal intussusception can be observed during colonoscopy [1, 6, 9, 13] , where it may appear as a sessile or elongated polypoid mass [14] . It is important not to mistake it with a cecal polyp, which can lead to iatrogenic complications after endoscopic removal of such a 'polyp' [9, 10, 15] . Even a simple biopsy of it can provoke bacterial infection [10] . In our case, no intussusception of the appendix was diagnosed during colonoscopy, but an edematous Bauhin's valve with small bruising was seen. There were no complications after biopsy.
Appendiceal intussusception may lessen spontaneously [7, 16] . The intussusception of the appendix may lessen during colonoscopy, when air is insufflated [17] , or there may even be a total reduction of it [4] . If the intussusception of the appendix has been reduced during the colonoscopy, a central depression at the base of severe attacks of lower right quadrant abdominal pain can be found. Vomiting and melena may be present, too [4] . In our case, intussusception of the appendix was symptomatic: The patient had a history of pain in the right side of the abdomen and nausea lasting for 1 week. It is interesting that the patient was ill for about 1 week but that the laboratory findings were within normal limits.
Intussusception of the appendix is classified into five anatomic types [5] : type I -invagination of the appendiceal tip; type II -the appendiceal tip is more invaginated to the proximal part of the appendix; type III -intussusception begins at the appendiceal base; type IV -retrograde intussusception; type V -complete appendiceal invagination into the cecum. In our case it was the type last mentioned, i.e. complete appendiceal invagination into the cecum.
The etiology of intussusception of the appendix is mostly unknown [4, 6] . However, pathophysiological features that determine appendiceal intussusception can be divided into two groups: anatomic and pathologic [4] . Anatomical conditions associated with appendiceal intussusception can be a wide proximal appendiceal lumen, a mobile mesoappendix, and a fetal type of cecum, with the the cecum corresponding to the appendiceal lumen surrounded by an area with an erythematous halo can be seen [1] . Preoperatively, appendiceal intussusception may be diagnosed i) radiographically by means of a barium enema [18] , which may show an absence of appendiceal filling and a cecal filling defect [19] , ii) by sonography [20, 21] , where intussusception of the appendix may look like a target or concentric ring [21] , or iii) by CT. In our case, an abdominal ultrasound revealed a suspected intussusception. However, it looked like a small bowel intussusception into the cecum and not like an appendiceal intussusception. CT scan demonstrated small bowel intussusception into the cecum, too. No filling defect was seen during the radiographic examination with a barium meal.
The treatment of appendiceal intussusception can be conservative, minimally invasive, and surgical [4] . The intussuscepted appendix may be reduced with a barium enema or air enema. Appendectomy is the treatment of choice in both children and adults [16, 22] . It can be carried out by means of a laparotomy or laparoscopically [4] . Some authors suggest performing an exploratory laparotomy if there is any suspicion of appendiceal mass, cecal neoplasm, or compound ileocecal-appendiceal intussusception [4] . In some situations, ileocecal resection and partial cecectomy could be performed; e.g., if there is concern for a neoplasm, then an ileocecectomy or right hemicolectomy may be necessary [16] . Right hemicolectomy with lymph node resection should be done when the diameter of the tumor is larger than 2 cm or when malignancy is suspected [4] . In our case, laparotomy and ileocecal segment resection was performed in order to remove the appendix and the tumor (which was an endometrial implant) in the terminal ileum. Naturally, in the case of patients with long-standing asymptomatic appendiceal intussusceptions, some authors suggest to avoid a surgical intervention [17] . However, this pathology is too rare, and there are no reliable data for evaluating the risk of complications in the natural course of an appendiceal intussusception.
Conclusions
Intussusception of the appendix is a very rare condition. Its clinical presentation varies greatly. There are no specific symptoms which can help to distinguish appendiceal intussusception from other diseases. Moreover, radiological or instrumental examination does not always result in the diagnosis being intussuscepted appendix. It is very important to recognize this condition and to regard appendiceal intussusception as a malignancy in order to avoid inappropriate treatment such as colonoscopic 'polypectomy' or unnecessary hemicolectomy. Furthermore, doctors must know that appendiceal intussusception can be treated conservatively or minimally invasively; however, it is mainly treated surgically.
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